Women in rural areas of Honduras are less likely to use the IUD than any other method. In 2001, the contraceptive prevalence rate in urban areas was 70%, but only 57% in rural areas. An even larger proportionate discrepancy was found for the IUD -in urban areas it was used by 15 percent of married women and only five percent in rural areas. Over the last few years, the Honduran Ministry of Health has conducted extensive IUD training programs for providers to try to increase its availability in rural and semi-rural areas, but studies have shown that clients and community members continue to have little information on this method.
BACKGROUND
According to the Encuesta Nacional de Epidemiología y Salud Familiar 2001 (National Epidemiological and Family Health Survey or ENESF for its acronym in Spanish) in 2001, 62 percent of married women of fertile age in Honduras used a contraceptive method. The most widely used method (18%) was sterilization, and 9.6 percent used the IUD. While the contraceptive prevalence in urban areas was 70%, in rural areas it was only 55%. Differences in use of the IUD were also found between urban and rural areas, with women in urban areas three times (15%) more likely than those in rural areas (5%) to use the method. This proportionate difference is greater than for other contraceptive methods, for which the ratio between urban and rural areas is never greater than 1.5 to 1.
The Honduran Ministry of Health (MOH) provides primary health care services through two types of health units: health centers in urban areas (Centros de Salud Médicos Odontológicos or CESAMOS), which have at least a doctor, a dentist, a nurse, a nurse auxiliary and a health promoter, and serve populations with over 6,000 inhabitants; and rural health posts (Centros de Salud Rurales or CESARES), which have a nurse auxiliary only and usually serve communities with populations between 1,500 and 3,500 inhabitants. The MOH has 241 CESAMOS and 867 CESARES.
Nurse auxiliaries are women who have one year technical training following completion of a minimum of three years of secondary school. The main services provided by auxiliaries include vaccinations, child growth and development monitoring, pre and postnatal care, and the prevention and treatment of respiratory and diarrhea-related illnesses. They prescribe antibiotics for cases clearly defined in the service delivery guidelines and they refer complicated cases to health providers that are better equipped to handle more serious cases.
Before 1998, nurse auxiliaries were only authorized to distribute condoms and contraceptive pills to continuing users but not to new pill users, who had to first be prescribed the method by a doctor or a professional nurse. Several studies had shown that paramedical health agents could provide good quality IUD services and increase access to the method (see, for example, Akin, Gray and Ramos, 1980; Eren, Ramos and Gray, 1983; Zeighami et al, 1976; Bang, Song and Choi, 1968) . Consequently, through the Council's USAID-funded operations research program, the MOH conducted a study to test whether nurse auxiliaries could safely provide IUD services, DMPA injections, and take vaginal cytology samples of proper quality. The results showed that auxiliaries gave their clients the appropriate information, complied with the service delivery guidelines, and followed them up appropriately (Villanueva et al, 1998) . Based on these results, in 1999, the MOH modified the official Service Delivery Guidelines for Integral Care for Women and explicitly authorized nurse auxiliaries to provide IUDs and injections, and to take vaginal cytology samples (MOH, 1999) . A second OR study conducted between 1999 and 2001 with nurse auxiliaries showed that these positive results were still achieved even when training was expanded to a much larger number of nurse auxiliaries (Villanueva et al, 2001 ).
Since 2002, and with support from EngenderHealth with USAID funding, the MOH has continued to train nurse auxiliaries in the country's six health regions using a training model similar to the one developed through the OR projects. This model consists of a five-day theorybased group training, with refresher contents on contraceptive methods and counseling of patients, as well as infection prevention procedures 1 and practical sessions using pelvic models for building skills in IUD insertion and removal. The training is then followed up by at least three supervised insertions in a service delivery unit with a large number of IUD patients. Trainers evaluate quality during insertions using a structured observation list. If the quality is considered appropriate, the nurse auxiliary is certified to insert IUDs. The sector nurse then has to visit the auxiliary and observe at least one insertion (and when possible, one removal) to verify technical competence on site, although this does not happen all the time. All those who enter the IUD training will have previously had one week training in counseling 2 .
In 2003, EngenderHealth and the MOH undertook a qualitative follow up study in three health regions in which nine program managers at different levels, 11 sector nurses, 43 family planning clients and 20 nurse auxiliaries that had been trained to provide IUD services were interviewed (Martínez, 2003 .) The study showed that only 13 of the 20 nurse auxiliaries offered IUD services to their clients. The main reasons for not providing the service were lack of confidence in their skills, lack of equipment at the facility, and lack of demand from clients. Those who had inserted more than 50 IUDs since training attributed their success to good counseling of clients, raising awareness about the method among clients and in the communities through volunteer educators, and asking satisfied users to refer new clients. All auxiliaries felt that their training in counseling had been good, and had positive opinions about their IUD training. To increase use of the IUD, the auxiliaries recommended improving awareness-raising activities through a variety of channels, including training community health workers, providing IEC materials, discussing the method during family planning counseling, and mentioning it to clients coming for other services. One third of the 43 family planning clients interviewed believed at least one of the rumors they had heard about the IUD, which demonstrated the need for providing technically accurate information on the method to potential clients.
PROBLEM STATEMENT AND INTERVENTION TO BE TESTED
The challenge to implementing the recommendations of the EngenderHealth evaluation was to find strategies that could be easily implemented at the community level within resources available to the MOH. In 2001, the MOH and FRONTIERS had carried out a small operations research study in six experimental and six control health centers to see if a ten-minute talk by a nurse auxiliary and handing out of an informational flyer about the availability of the IUD, DMPA and Pap smears increased demand for these services. Women were also asked to give flyers to relatives and friends who might be interested in these services. The mean monthly number of IUD insertions increased from 2.8 to 4.5 in the experimental group and decreased 1 Infection prevention includes: washing hands, antiseptics and disinfectants, use and elimination of sharp objects, processing instruments and other elements, waste disposal, decontamination and preparation of chlorine solutions, cleaning of instruments and other elements, sterilization and stock keeping, cleaning of the facility.
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This training includes the concept of reproductive health, sexual and reproductive rights, gender and equity, contraceptive methods, myths and barriers to contraception, introduction to counseling: informed consent and user rights; values and attitudes; communication techniques; types of communication; The GATHER counseling interview; counseling for voluntary surgical contraception and special cases: men, single adolescents, postpartum and postabortion; counseling work-plans. from 1.4 to 0.9 in the control group; the monthly average of DMPA users and of Pap tests also increased significantly (Mendoza and Vernon, 2001 ). This study suggested that simple facilitybased interventions can increase the demand for new services in health centers and posts. On this evidence a similar intervention, focused on increasing awareness about the IUD, was developed and tested.
OBJECTIVES AND HYPOTHESES Objectives
1. To design a model for increasing information about new reproductive health services in rural and semi-rural communities in Honduras.
2. To test the effectiveness and cost-effectiveness of the model in increasing awareness of and demand for the new services.
Hypotheses
Training in information-giving about the IUD will not produce bias during client counseling in favor of the IUD, and will improve the quality of counseling through providing more complete information on different contraceptive methods.
Areas in which the communication strategy is introduced will have a greater increase in women choosing to use the IUD than in areas without the communications strategy.
METHODOLOGY Evaluation design and sampling
An experimental pre-intervention / post-intervention design with a control group was used:
Where O 1 and O 3 are pre-intervention measures of the key outcome indicators, X is the intervention, and O 2 and O 4 are the post-intervention measures of the outcome indicators. To select the sample, a brief diagnostic study was undertaken in 18 municipalities of seven departments. Service providers and/or their supervisors were asked if the health facilities in these municipalities met four inclusion criteria: 1) having personnel trained in IUD insertion; 2) having complete IUD insertion equipment; 3) having inserted or removed at least one IUD in the past 12 months; and 4) having been trained in contraceptive counseling and in the prevention of infections. In total, 41 facilities were reported to meet these criteria and so were included in the study. However, in pre-intervention supervision visits it was observed that five of these units in two municipalities did not meet the inclusion criteria and thus they were substituted by two municipalities in the same Departments and a similar number of health centers.
To avoid possible contamination between health facilities through staff interacting during their monthly meetings, all facilities in a given municipality were assigned to either the control or the experimental group. Municipalities were paired according to the number of facilities they had (the pair with most facilities, the following pair, etc.) and municipalities from each pair were randomly assigned to either the experimental or control group (see Appendix 1 for a listing of municipalities and health facilities). The sample was also balanced in terms of the types of facilities, with 13 rural health centers (CESARES) and seven urban health centers (CESAMOS) in the control group, and 12 CESARES, 7 CESAMOS and two Maternal-Child Health Units in the experimental group.
Outcome variables
The interventions were compared and evaluated in terms of the following outcome variables:
Quality of counseling for women that request family planning services. This variable was measured using simulated clients acting out a predefined role and describing the experiences through a written report using a code sheet. The scripts and code sheets of simulated clients are presented as Appendix 2.
Monthly average number of women using an IUD. This information was obtained from the AT1 form or the Record of Primary Care kept by service providers.
Socioeconomic characteristics of women using an IUD. This information was obtained through a questionnaire that providers administered to women who requested an IUD (see Appendix 3).
Cost per additional IUD user: this cost was obtained by using the project's accounting records. The cost per additional user was estimated by adding the total provider training costs, including financial costs (travel expenses and per diem of participants, other training expenses and the cost of the design and reproduction of IEC materials) plus the non-financial costs represented by the time used by MOH personnel to implement information activities (inform users, distribute materials, train promoters) and in supervising the project's activities. This sum was divided by the additional number of users generated by the strategy, which was estimated by subtracting the difference of the post averages minus pre-intervention of the experimental group minus the control group.
INTERVENTION IMPLEMENTATION
The intervention consisted of providing additional information about the IUD at the clinics through:
Handing out flyers and brochures to clients for their own use and to give to their friends; Mentioning availability of the IUD to all clients that visit the health center; Ensuring complete information is given about the method during family planning counseling; Providing information about the IUD during health talks in the community and through displaying posters about the method in public places.
Information, Education and Communication (IEC) materials
The materials used were adapted primarily from materials developed in Guatemala during a project to re-launch the IUD. These materials were reviewed and adapted to Honduran language and culture by a technical team comprising staff from the MOH National Women's Program, EngenderHealth and FRONTIERS. The revised versions of each material were pre-tested with 8 to 12 providers and health center clients in the participating areas. These were the following:
Manual for informing clients about the IUD. This manual for service providers suggests ways of informing clients about the availability of the IUD in the health center and of training volunteers to inform communities about the method. One hundred copies of this manual were printed and one copy was given to each service provider in participating clinics.
Posters: a double-letter sized color poster was produced. The poster underlines seven significant attributes of the IUD (e.g. it provides 10 years protection, can be removed when desired, available at no cost at all health centers), and promotes the healthy timing and spacing of pregnancies between 3 to 5 years. The poster was displayed by health center personnel, volunteers and clients in areas where community members gather. A total of 1,000 posters were printed and approximately 45 copies were given to each participating clinic.
Flyers: the flyer is a copy of the poster, printed in black and white, and half-letter size. The flyer was distributed through health center clients and health volunteers at each clinic, who were asked to give them to neighbors, relatives and friends who might want to use a longterm family planning method. A total of 25,000 copies were printed and approximately 1,100 copies were given to each health center.
Brochures: the brochure explains the characteristics, advantages and disadvantages of the method. The brochure was used during family planning counseling sessions and was given to women who showed an interest in the IUD. Five thousand copies were printed and provided to the participating clinics.
Training of Trainers and Service Providers
Training took place in two stages. During the first stage, teams of trainers in the experimental regions and zones were trained, as well as one or two service providers for the clinics. During the second stage, these teams cascaded the training to all personnel in the experimental clinics during their monthly meetings, and later to personnel from each clinic trained as health volunteers.
Three workshops were held in the first stage, each lasting six hours. They were held in August 2005 in the cities of Tegucigalpa, Santa Rosa de Copan and La Ceiba, which are accessible for the zonal teams from the municipalities closest to each city. The workshops were facilitated by personnel from the MOH National Program for Women, and were attended by 9 nurses, 8 nurse auxiliaries and 7 medical doctors from the sector. Results from a simulated client exercise undertaken during the baseline were presented, as well as a review of the basic elements of good counseling, reinforcing good practices with role-playing exercises. Didactic elements of adult education were also presented, IEC materials were provided, and exercises on each of the educational activities were undertaken. Family planning flipcharts were also handed out (developed by the MOH with the support of EngenderHealth) as support material for family planning counseling.
At the beginning and end of each workshop, questionnaires were given to evaluate learning and satisfaction of the workshop participants. Pre-training, the average score was 78%, and after training the average was 95%. The least known issue was contraindications against the IUD. During the training of trainers' workshop, training workshops were programmed for each of the participating zones throughout the month following the training. Between August and October 2005, however, three hurricanes hit Honduras and the participating clinics had to focus on attending emergencies resulting from the floods, and so most of the workshops were held in October. For the Concepción, Yarumela and El Carril health centers, training consisted only of a short explanation by the zone nurse during supervision visits when they were provided IEC materials for their use. This shortened version was used because of the zone director's wish not to interfere with service delivery.
Monitoring and Supervision in the CESAR and CESAMOS
MOH personnel took charge of training and supervision in all sites from August 2005. These supervisors found that, after the intervention, three of the clinics in the control group (Lacalí, Montaña Izopo and Cruz Concordia) and eight of the clinics in the experimental group (Los Olanchitos, Nueva Armenia, Concepción, Yarumela, El Ocote, El Nance, Carbajales and La Hicaca) did not have the complete equipment or trained personnel required to perform IUD insertions, and so did not meet the inclusion criteria. In some cases (such as in Concepción) personnel undertook the educational activities and arranged for the municipal supervisor to perform the IUD insertions at a predetermined date; at the Erandique CESAMO, the nurse trained personnel in rural clinics to do the educational activities and then undertook the insertions at the rural clinics, although the insertions were recorded in the CESAMO clinic reports.
According to the MOH supervisors, the factors that determined which promotional activities were implemented in the health centers were individual providers' attitudes and careful followup of activities by supervisors. For example, in one clinic the staff member that had participated in the training showed no interest in implementing the activities and so during the supervisor's visit, a nurse auxiliary was trained who took on these responsibilities. In another clinic the supervisors were not able to motivate the two staff members who had participated in the training workshop during two supervision visits 3 .
Supervisors found differences in the quality of service statistics recorded in the clinics, and at municipal, regional and central levels. The higher the administrative level, the less reliable the service statistics, as there is no mechanism to ensure the quality of the information. Incomplete medical records and follow-up forms were also evident.
Supervisors found that personnel accepted the orientation manual very well, although some doctors complained that it was directed to nurses and auxiliaries and not to them. Other problems identified were that educational materials were handed out without a strategy, rarely trying to segment the public for each kind of material. For example, many women who requested the IUD were not given the counseling brochure as it was being used for community education activities instead. The distribution of materials from municipalities to clinics was slower than expected, but this problem was resolved during supervisory visits.
Institutional collaboration
The MOH, EngenderHealth, the Population Council's FRONTIERS Program and ASHONPLAFA collaborated to implement this project. Staff of the MOH's Department for the Integral Care of Women organized the training meetings and facilitated the training workshops for staff of the health centers and their supervisors. They also supervised the activities, collected service statistics in health centers, participated in the data analysis and in the preparation of this report, and conducted visits and meetings in Tegucigalpa at project sites and other Departments to disseminate the results of the project.
The Population Council provided technical assistance in the development of the intervention, IEC materials and the development of measurement instruments. It also actively participated in the supervision of the implementation of activities, the analysis of information and the development of technical reports, and facilitated the first training workshop.
ASHONPLAFA was in charge of the management of the project and carried out the simulated client study. It also conducted a large part of the data analysis activities to prepare this report.
EngenderHealth participated in the design of the interventions, carried out the initial diagnostic study in the units, adapted IEC materials and implemented their pre-testing in order to ensure their efficacy. It also played a significant role in the dissemination and utilization of results in a larger number of units and municipalities.
RESULTS

Readiness to provide the IUD
In the first months of 2005, the project coordinator phoned the 41 health centers to ask the staff and their supervisors whether their health center complied with the inclusion criteria (see above). According to the information received, all 41 health centers did comply and so were included in the study. Once the experiment started, supervisors were requested to fill out a questionnaire to assess the readiness of the sampled health centers to provide IUD services. Unfortunately, only 36 of these records were received or kept on file. During their initial visits, supervisors found that eight of the health centers in the sample (five experimental and three controls) did not comply with the inclusion criteria, most frequently because of a lack of trained staff or equipment to provide services. This was reported to the health area teams, which promised to solve the problems and achieve readiness for providing the IUD services in these eight health centers. Table 1 shows that all 36 health centers for which data was collected had visual and auditory privacy, and most had implemented infection-prevention practices. They all had toilets and, except for some rural posts, electricity and running water; towels to dry hands were less frequent. All urban health centers had all the essential equipment needed; in rural clinics, however, a significant proportion did not have a hysterometer and a tenaculum forceps. Although most did not have chlorine in stock, the usual procedure was to buy the solution at the nearest store to the clinic. Although there appears to be a shortage of solutions and equipment for disinfecting and decontaminating equipment, the data collection instrument did not record presence of an autoclave, which is the most common means available in these health centers. There was no significant difference between experimental and control groups.
Intensity of Implementation
To measure the degree to which the interventions were implemented (i.e., the intensity of the interventions), the experimental clinics were requested to keep a special form detailing:
1) Number of clinic clients that were informed about the availability of the IUD in the clinic;
2) Number of flyers, brochures and posters that the clinics distributed through their clients and voluntary health promoters;
3) Number of talks given in the health center; 4) Number of volunteers trained to give information on the IUD in the communities. Appendix 4 presents the total number of educational activities reported by each clinic. To create an index of the intensity with which the intervention was implemented, clinics were ranked according to the values of each variable and the intensity of the intervention by assigning a value of one (the lowest) to the seven health centers with the lowest volume of activities in the variable, of two to the following seven, and of three to the seven clinics with the highest intensity. After ordering all the units according to all the variables, a variable was created by adding the ordinal scores of three variables: informed clients in the clinic; talks given in the clinic; and trained volunteers. An index for effort in the distribution of printed materials was created by dividing by six the sum of the ordinal value of the distribution of flyers, brochures and posters by clients and volunteers, and ordinal scores assigned that added to the sum of the other three variables. The last column of the table in Appendix 4 presents the final ordinal score obtained for each unit and classification of the units in terms of the intensity of the educational activities.
Further proof of the degree to which the interventions were implemented came from the clinical records of IUD acceptors during the intervention period (see section 6.5.). Whereas 49% of women who requested an IUD in the experimental group were given flyers and brochures to give to friends and relatives in their communities, only 15% of women in the control group said they had received these materials.
Counseling Practices
One concern was the possibility that the educational activities may produce a bias in favor of the IUD, which would violate the principle of free and informed choice. To ensure that the educational activities could be carried out without compromising this basic principle, simulated clients made visits before and after training to determine the quality of counseling. In the first round of visits (in June and July 2005), 18 experimental clinics were visited (visits to the remaining clinic could not be completed because staff were not available). The findings were presented in the training workshops and appropriate counseling practices were clarified to solve any problems identified. After training, supervisory visits were made in April and June 2006 (although three visits could not be completed).
In both rounds, simulated clients acted the role of a 32-year-old woman with three children who had been using the pill for five months but had strong headaches and wished to use another contraceptive method. The provider's actions were recorded in a code sheet after leaving the health center. Appendix 2 presents the simulated client's profile and the sheet on which they recorded their observations of the interaction. In both rounds of visits, the health staff that attended the simulated clients were mostly doctors and nurse auxiliaries. Table 3 shows that the degree to which providers in the 18 clinics established interpersonal relationships with the simulated clients did not change after the intervention for any of the indicators measured. For most consultations, the counseling was perceived to be individualized and polite, the provider showed interest, and there were few interruptions, but auditory and visual privacy seem to be lacking. The provider seemed annoyed 2 11 1 6 Table 4 describes the questions that service providers asked to diagnose the clients' needs, and again, there are no significant differences; indeed, the providers were slightly less likely to ask some important questions, such as satisfaction with a method and asking whether the woman wanted to use another one, after the intervention. Table 5 indicates whether or not the intervention produced or diminished a bias that may affect a women's capacity to choose a method in a fully informed manner. Again, there was little difference before and afterwards, with a slight increase in the proportion of providers mentioning several methods, including the IUD. Combining the proportion of women who were asked which method they were interested in, and those that were themselves asked to choose a method, full informed choice was observed in nearly 90% of consultations; this practice did not change over time. In the remaining 10% of cases, the provider made a recommendation, asking the woman if she would like to use that method. It is important to note that both before and after the intervention, the IUD was the method most frequently mentioned by providers, suggesting that a better understanding of the client's individual needs was successful in helping providers and clients filter out methods less relevant for the set of circumstances presented. Once the service provider gave information on the different methods, the simulated client was instructed to express interest in the IUD and to record which information she received from the provider. Table 6 shows that providers described virtually all of the characteristics of the IUD more frequently after the intervention, suggesting that the training has improved their information giving skills. Table 7 shows that one of the main deficiencies in care remains identification of possible contraindications for the method's use. Minimal questions were asked on most issues and the training did not improve this at all. Table 8 shows that, following the training, providers more frequently gave information on some of the elements related to the use of the IUD, such as making sure the IUD is in place and how to check the IUD strings. How to check the IUD strings 3 17 9 50
What hygienic precautions to take in order to do so 1 6 2 11
How frequently I need to verify the IUD strings 8 44 6 33 Table 9 shows that the quality of information given on side effects and warning signs did not improve after the training. Several studies have shown a greater continuity of use for the method when service providers give this information to women, and so efforts must be made to improve this component. Table 10 shows that, before the intervention, providers more frequently gave information on the subsequent calendar of visits, while afterwards they handed out brochures more frequently. Although this material should have been given to all women in the experimental clinics, only one third of simulated clients received the IUD brochure. After the intervention, a slightly greater proportion of providers explained that the client could return when she wanted to change the method without this affecting her right to use the services. Explained that I can decide I do not want the method after all and continue to receive the services 0 0 4 22
In conclusion, the simulated client measures show that introduction of the intervention did not produce biases in the delivery of family planning methods, nor did it limit free and informed choice of the users. There was, however, very little improvement in the quality of counseling provided. Table 11 tests the hypothesis as to whether the interventions had an impact on demand for the IUD. Clinics in the experimental group inserted nearly twice the mean monthly number of IUDs (2 .0) after the intervention than during the pre-intervention period (1.12), a statistically significant increase. In contrast, during the intervention period the control group clinics achieved only about one-half (0.78) of the mean monthly number of IUD insertions that they had delivered in the pre-intervention period (1.72), a statistically significant decline. Furthermore, the table also shows that the mean number of monthly insertions in the control and experimental clinics was not significantly different in the pre-intervention period, indicating similarity in the clinic activities, but was significantly different in the intervention period.
Demand for the IUD
There is no clear explanation for the substantial decline in the delivery of IUD services in the control group over such a short period of time. Possible reasons could include a focus on posthurricane recovery activities in these areas, and the transfer of EngenderHealth's regional facilitators from the project areas into new areas where training was being extended. 
Source: Health Centers Service Statistics Note: one-tailed t-test significance is presented in all cases
How should these results be interpreted? On the one hand, the total number of IUDs provided by both experimental and control group health centers declined from 521 IUDs in the preintervention period to 419 in the intervention period. However, because an experimental design with random allocation was used, the control group can be considered as describing what happens in the system in the absence of the intervention. Without the intervention, therefore, we should have observed a decline for all health facilities from 521 insertions to 210 insertions, rather than to the 419 actually observed.
To control for possible seasonal effects in demand, Table 11 also compares demand for IUDs for the same period in 2005 and 2006, i.e. January -May. To a large degree, the same results are observed: a significant decrease in the monthly average number of IUDs inserted in controlgroup health centers (from 2.02 in 2005 to 0.56 in 2006) and a strong and significant increase in the experimental clinics, from 0.90 to 1.76 IUDs per month. Likewise, we observe that for all clinics the total number of IUDs provided decreased from 297 to 241, but that there was an increase in the experimental health centers from 95 to 185 insertions and a decrease in the control group clinics from 202 to 56.
As noted earlier, supervisors had identified three health centers in the control group and five in the experimental group that did not comply with the inclusion criteria. In the experimental group there were seven facilities that did not insert any IUDs during the pre-intervention period (January -September 2005), and of these, three continued without inserting any IUDs during the post-intervention period (October 05 -May 06), two inserted one IUD, and the other two inserted two or more IUDs. In the control group, four facilities did not insert any IUDs during the pre-intervention period and one inserted one IUD. Of these five facilities, three did not insert any IUDs, one inserted one and the other inserted four in the post-intervention period. This analysis suggests that non-compliance with the inclusion criteria and its effect on this outcome indicator was equally distributed among both groups.
In absolute terms, the increase in the monthly number of IUDs provided by each health center in the experimental group fluctuated between 0.86 and 0.88 IUDs per month, that is, between 10.32 and 10.56 IUDs per year. There are 1,108 health centers in Honduras (241 CESAMOS and 867 CESARES), and so, if successfully scaled up, the model could lead to an increase of around 11,500 new IUD users a year. Table 12 analyzes the association between intensity of implementation and demand for IUD services. As explained, the methodology to determine the intensity of implementation led to seven clinics being assigned to each group of high, medium and low intensity. As can be seen, the facilities that implemented with greater intensity increased their monthly insertion averages by 1.27 IUDs, while those with medium or low intensity increased their monthly averages by less than 0.5 IUDs. However, when analyzing the full periods, the only statistically significant differences observed are the increase in IUD services in the high-intensity group and the decline in the control group. When the January-May periods are compared to control for seasonality, there is a significant increase in the number of IUDs provided by the low-intensity clinics, but not by the mid-intensity clinics. Thus, the results suggest an association between the intensity of IEC activities in clinics and the number of IUD services provided. A regression analysis showed that only clinics that had implemented the interventions with high intensity significantly increased the number of IUDs provided compared with the control group. 
Socio-demographic characteristics of IUD Acceptors
Service providers participating in this study were asked to fill in one project record for each client that requested the IUD during the intervention period. These records provided data on the socio-demographic characteristics of clients and the characteristics of care provided to the client. Appendix 3 presents a list of the data collected by the client record. The intervention sought to increase knowledge of the IUD and especially among women in more isolated areas or living further away from the health center. To test this hypothesis, the admission records of 259 IUD users in the experimental group were compared with those of 59 IUD users in the control group after introduction of the intervention. These figures represent 88% and 47% of the samples in each group respectively; this difference is probably because the service providers in the experimental group understood that they were part of an intervention and so may have been motivated to keep more complete records than those in the control group.
Given the use of a randomized control design, in the absence of an intervention we would expect that the IUD clients in the experimental and control groups would have the same sociodemographic characteristics both before and after the intervention. Table 13 compares the characteristics of the two post-intervention groups. Women in both groups had an average age of slightly over 25 years. Women in the experimental group and their partners had significantly fewer years of schooling, and on average had a greater number of living children, with their youngest child at a younger age than those in the control group, although the probability of having a child of less than one year of age was similar for both groups. Women in the experimental group were more likely to be exposed to the possibility of becoming pregnant since they had started menstruating again. Other data not presented in the table showed that women in the experimental group took on average 14 more minutes longer those in the control group to reach the health center, and that almost three times as many took over an hour and a half on their trip, probably because more of them walked or biked; which may be the reason women in the experimental group had slightly lower expenses. These differences were not statistically significant. Table 14 shows that women in the experimental group were more likely than those in the control group to be already using a contraceptive method or to have never used a method when they requested an IUD. Moreover, women in the experimental group were more likely to not want to have more children in the future, and for those that did, they preferred to space for more than two years.
These findings suggest that the intervention messages tended to reach women and their partners with a lower level of schooling, who were less likely to use or have used contraception, and who were more likely to want to space or limit childbearing. This suggests that the communications strategy did succeed in reaching and attracting to services women with a greater need for services.
Characteristics of care provided to IUD clients
During training, service providers were asked to fill out a clinic history that provided information on the characteristics of the services provided, including whether or not an IUD had been inserted and why, and if inserted, how pregnancy had been ruled out. This form was then completed during the intervention period. It should be noted that the MOH had already introduced the pregnancy checklists developed by FHI 4 as part of the previous OR project that had tested the strategy to expand the training of nurse auxiliaries (Mendoza and Vernon, 2001) , and that EngenderHealth has continued training providers subsequently. In the training for this project, there was a refresher about the eligibility criteria for the IUD. Table 15 shows that the most common method for ruling-out pregnancy was the presence of a menstrual period, and that this was much more likely to be done by providers in the experimental than control group. It is also surprising that, in both groups, pregnancy tests were rarely used in order to rule out pregnancy. At the time of the follow-up visit, women in the experimental group were more likely to report not experiencing any discomfort with the method; the most common discomforts were cramps, changes in bleeding and vaginal discharge. There were few differences between groups in terms of having doubts about the method or willingness to recommend the IUD to friends. 
Costs of the intervention
The costs of the implementing the intervention can be categorized according to: training for staff and volunteers; design and reproduction of educational materials; time used for educational activities. Three workshops were held for facility personnel, facilitated by two MOH nurses and attended by 45 service providers and supervising personnel from the experimental clinics. Each workshop lasted one and a half days. The total cost of the workshops was $5,267 (100,540 Lempiras). The equivalent of $5,262 was spent on the design and reproduction of IEC materials, including $1,806 for 100 manuals, $237 for 25,000 flyers, $589 for 5,000 brochures and $2,630 for 1,000 posters. Health centers reported having trained a total of 263 volunteers in one-half day sessions at a cost of $4.73 per volunteer ($1.84 for materials plus $2.89 for a meal) for a total cost of $1,245. In addition, three supervision visits were made by one central level supervisor and a driver to each project zone, each visit requiring ten days, for a total cost of $2,235. Thus, the total direct cost of implementing the interventions was $14,036.
Clinics in the experimental group inserted an additional 83 IUDs during the intervention period compared with the pre-intervention period; using this indicator, the cost per additional IUD provided was $169. It should be recognized, however, that this cost analysis is incomplete, since no consideration is given to the equivalent contribution of the salary of supervisors, trainers, trainees and service providers, as well as the supervision costs at the zone level or the time used by providers to implement the strategy and deliver the IUD services. Thus, the results are merely illustrative of the additional costs that the Ministry of Health of Honduras would have per additional IUD provided.
DISSEMINATION AND UTILIZATION
Given the collaborative and participatory nature of this project, staff of the MOH, ASHONPLAFA and EngenderHealth learned about the findings as they were produced, and so became well aware of the results. The MOH project monitors and EngenderHealth staff made presentations in all project sites and in all health areas that receive USAID support. A summary of project results was also widely distributed through supervisors visiting all service delivery outlets.
At the end of the project, additional copies of the project's IEC materials were printed and distributed in USAID-supported project areas, and supervisors motivated service delivery staff to implement the interventions, although no follow-up was made of the degree of implementation achieved. Qualitative information provided by the supervisors shows that a large proportion of service delivery units and health zones included this activity in their 2007 workplans, but given the decentralized nature of the MOH no data are available on the degree to which the activity was programmed or implemented. The results of this and other IUD OR projects were presented at the International Family Planning Workshop conducted in Guatemala on October 8-11, 2007.
CONCLUSIONS AND RECOMMENDATIONS
One of the main concerns when communicating messages focusing on a single method is the possibility that women might not be provided with complete information on a range of contraceptive methods, thereby possibly infringing their ability to make a free and informed choice that best suits their personal circumstances. In this project no bias in the counseling provided to simulated clients was found, indicating that messages about specific methods can be communicated within USAID-funded projects without violating conditions of the Tiahrt amendment if done in the context of a program that has provided comprehensive training in family planning counseling to service providers.
The high costs of the intervention were due to the training workshops and the small print runs of IEC materials. If the strategy were applied in a wider geographical area, costs would decrease by not having to cover the design of materials and by printing a greater number of copies at a lower cost per copy. Training of service delivery personnel could possibly be done in the context of routine supervision visits rather than in stand-alone training workshops.
The main conclusion is that communication of messages about a specific contraceptive method, while also communicating messages about other contraceptive methods, through printed materials (flyers, brochures and posters) and interpersonal messages (individual talks and counseling) by staff of health centers and volunteers in the community is effective in increasing demand for the method. The results also show that the strategy was effective in reaching those who live farther away from the health facilities and who have greater unmet needs for family planning.
INTRODUCTION
Tell the provider you are on the pill and have come for a check-up because you have had strong headaches recently. If the provider asks you for personal information or where you live in the community, tell her or him that you are just passing by and your discomfort led you to seek help. Be prepared to provide this information. If you are referred to someone else, tell the provider you wish he or she attend you.
USER'S ROLE
During the visit, limit yourself to responding the provider's questions. Do it according to the following profile:
You are a 32-year-old woman that does not wish to have children for the time being. You have been using the pill for the last five months, but your head is aching and you are scared. You have three children, the youngest is 11 months old and you do not breastfeed him anymore. You have been told that the headaches could be due to the pill, and you do not wish to use them anymore. You wish to find out more about other methods and do not know which the best one would be. The only other method you know is rhythm and you do not know if you want more children, but in any case you would like to wait at least 3 years before you get pregnant again. You are going to the Health Center for the first time because you have heard that they provide family planning there. When they explain the methods to you, show an interest in the IUD and wait to be given more information. If the provider does not mention the IUD, you will ask about the device. In the end, however, if the provider is ready to insert it, tell him or her you have to talk it over with your partner or husband, and that for the time being you'd rather take some condoms (if the provider does not suggest condoms until you decide to use the IUD, you will suggest them). You have not had a cytology sample and are menstruating. You have not had sexually transmitted diseases. You do not know if your husband will have problems using condoms. You also do not suspect that your husband has relations with other women.
CHECKLIST
Once the visit is over, when you are alone outside the health facility, pull out your checklist and fill it out immediately. 
